HEALTH SERVICE REQUEST
SOLICITUD DE SERVICIO DE SALUD ‘ CCS
CORRECT CARE
SOLUTIONSGE

L

Patient Name Inmate Number Booking Number Date of Birth Today's Date
NAME (NOMBRE) Date of Request (Fecha de solicitud)

ID # (N° de identificacién) DOB (Fecha de nacimiento)

Site (sitio) Unit (Unidad)

Nature of Problem or Request (be specific) Naturaleza del problema o solicitud (sea especifico):

List Allergies (Nombre las alergias):

I consent to be treated by Health Care Staff for the condition described (Doy mi consentimiento para que la condicién descrita sea
tratada por el Personal de Asistencia Médica).

Inmate Signature and Date (Firma y fecha del recluso)

PLACE THIS SLIP IN MEDICAL BOX OR DESIGNATED AREA
COLOQUE ESTE FORMULARIO EN LA CASILLA MEDICA O EN EL AREA DESIGNADA

Do Not Write Below This Line

Received/Triage Date: Time: Signature:

Refer to: Provider Mental Health Nursing ___ Dental Administrator

HEALTH CARE DOCUMENTATION

Response to Inmate:

Nurse Signature: Date/Time
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